Background: Although public health and primary care share the goal of promoting the health and wellbeing of the public, the two health sectors find it difficult to develop mutually integrated plans and to collaborate with each other. The aim of this multiple case study was to compare seven neighbourhoods in which a stepwise approach based on two central tools (district health profile and policy dialogue) was used to develop integrated district plans and promote collaboration. Methods: The stepwise approach involved the following steps: 1 Getting to know the neighbourhood, 2 Assembling the workgroup, 3 Analysing the neighbourhood, 4 Developing a district health profile, 5 Preparing policy dialogue, 6 Holding local dialogues, 7 Embedding integrated district plans and collaboration. To supervise this process, a core team was assembled for each neighbourhood, consisting of people drawn from both public health and primary care. Both the use of the two tools and the collaboration were studied by means of documentary analysis, interviews, questionnaires and observations. Results: The seven neighbourhoods differed in the way the two tools of the stepwise approach were used: general versus focused profiles, the actors involved, the aims of the dialogue or the intensity of the steps. There were also similarities: profile indicators (e.g., population prognosis, vulnerability) and dialogue themes (e.g., obesity, social cohesion). The local actors experienced that the combination of both tools facilitates the process of bringing public health and primary care closer together, and that it is essential to invest sufficiently in the integration of profile data and in involving appropriate actors in the dialogue (e.g., GPs, residents). Collaboration was perceived as positive (e.g., feels involved, focus on consensus), but a starting process. Local actors also believe that the stepwise approach supported the process.
Background
In the Netherlands, the importance of collaboration between public health and primary care at the neighbourhood level is emphasised in the government policy document Health nearby [1, 2] . The WHO Regional Office for Europe stressed the linkages between these health sectors in the briefing paper Health 2020: A European policy framework and strategy for the 21 st century [3] . Collaboration between public health and primary care facilitates the improvement of health standards and is supposed to have health benefits for the local population [4] [5] [6] [7] . Although public health and primary care share the goal of promoting the health and wellbeing of the public, the two sectors find it difficult to develop mutually integrated plans and to collaborate with each other [6, 8] . At the neighbourhood level this often leads to differing community diagnoses with differing priorities, and consequently poorly integrated or even conflicting health plans or activities. Literature shows that synergy could emerge with regard to planning health services according to population characteristics and needs, advocacy for healthy communities, equity and access, clinical early preventive intervention and clinical promotion of healthy lifestyle [9] . Integrated plans and collaboration can be facilitated by the use of tools or strategies. However, few practical developed tools for collaboration between public health and primary care at local level are described [10, 11] .
One of the preconditions for effective collaboration is the integrated collection of descriptive statistical information about health, preventive interventions and care in the neighbourhood, by means of a district health profile [12] . A district health profile is a statistical report on the neighbourhood and its residents, concerned with health and health determinants [13] . In local practice, there are often separate care-focused profiles (e.g., neighbourhood profiles based on primary care registries) or public health-focus health profiles (e.g., health profiles based on health surveys by regional public health services) [13] [14] [15] [16] [17] . The joint preparation of a district health profile that considers issues from various angles promotes mutual familiarity, shared focus and collaboration between public health and primary care. A second precondition is creating a dialogue between the relevant stakeholders in the neighbourhood. A policy dialogue is a tool involving a process characterised by one or more debates, by means of which technical knowledge, stakeholders' knowledge and residents' knowledge are integrated [18, 19] . Such a dialogue can contribute to cohesive planning or policy development for a neighbourhood, by increasing insight into locally significant issues, introducing local actors to each other and promoting post-dialogue willingness to plan and implement initiatives [11] . By combining the joint preparation of a district health profile with a policy dialogue between the relevant actors in the neighbourhood aimed at setting priorities, it is supposed that an integrated district plan or policy tailored to the local situation can be developed [10, 20] . By doing so in relatively small geographical and organisational areas (i.e., neighbourhoods, districts), it is possible to promote the optimal use of existing local networks and expertise, and to encourage public participation [1] .
The strategy of regional public health services, primary healthcare providers, local government and the public collectively developing district health plans by a process of integrated district health profiling and policy dialogue involving actors with a variety of perspectives is innovative within the public health and primary care field [11] . The aim of this multiple case study was to compare seven neighbourhoods in which a stepwise approach based on two central tools (district health profile and policy dialogue) was used to develop integrated district plans and promote collaboration. The research questions addressed by the study were: 1. How are the two tools (district health profile and policy dialogue) used to develop integrated district health plans or activities and to promote collaboration?, 2. How is the use of the two tools as well as the collaboration process viewed by local actors? The insights yielded by this multiple-case study may be useful to parties seeking to promote collaboration between public health and primary care to secure health benefits for local communities.
Methods

Study-design
For this study a multiple case design is used, in which several cases and qualitative methods are taken into account [21, 22] . The study sample consisted of seven cases, each case being a neighbourhood in the province (region) of Noord-Brabant. In this context, a neighbourhood is defined as an operationally viable geographical or organisational area (e.g., part of municipality, village) [23] . The cases were selected by managers of three different regional public health services (GGDs) and one regional primary care support structure (ROS Robuust) which falls under the control of the provincial authorities [24, 25] . They selected the neighbourhoods mainly on the basis of existing contacts, open attitude for collaboration between public health and primary care (e.g., GP and municipality), location (at least two municipalities of each participating regional public health service) and size (two medium-sized and five small municipalities). The province contains 67 municipalities [26] . In each neighbourhood a stepwise approach to develop integrated district plans or activities was implemented in the period July 2013 to July 2014 (roughly a year). To supervise the process, a core team was assembled for each neighbourhood, consisting of an epidemiologist and a policy advisor from the regional public health services (GGD) and a policy advisor from the regional primary care support structure (ROS). To help them with their work, core team members attended three 'inspiration days' (devoted to collaborating and networking in the neighbourhood, preparing and holding policy dialogues, and embedding plans or activities) and materials were made available (e.g., specimen district health profiles and policy dialogue work forms). A project group concerned in the province and a steering committee consisting of experts in the fields of public health, health care, the primary care association, health insurance companies, advocacy citizens, municipalities, health centres and knowledge institutes advised on this multiple-case study.
A stepwise process approach
In each of seven neighbourhoods, a stepwise approach was used to develop an integrated district plan or activities, focusing on collaboration between public health and primary care with a view to improving the health of the local population. District health profiles and policy dialogues were the central tools used for the approach. The stepwise approach is summarised in Fig. 1 .
The stepwise approach for this study was developed on the basis of existing tools for district profiles and intersectoral action for health [15, 16] , and nine exploring interviews (4 regional public health service, 2 regional primary care support structure, 2 municipalities, 1 province). These exploring interviews focused on enabling and disabling factors in working with district profiles or policy dialogues, but also on neighbourhoodfocused working and collaborating between public health and primary care in practice.
Data collection
Use of the tools (district health profiles and policy dialogues) used in the stepwise integrated district (activity) plan development process was studied by means of documentary analysis, digital questionnaires, interviews and observations. In order to answer the two research questions, data were gathered regarding both the tool content and the (collaboration) process:
-Documentary analysis of district health profile presentations, dialogue reports and district plan or activity papers (content data). -(Group) interviews with each of the seven core teams (see Table 1 ). Two semi-structured interviews lasting about ninety minutes were held with each Fig. 1 Stepwise approach core team, one partway through the process (after step 3) and one at the end (during step 7). Hence, two sets of seven interviews took place. In addition, partway through the process, an interview was held with each of the managers of the seven core teams, because of the role that they played in starting up the process in the neighbourhoods (e.g., contacting municipal councillors and municipal officials). As some managers were responsible for two teams in total four interviews were held. A total of eighteen interviews was carried out, focusing on the tools, the process steps and collaboration between public health and primary care. The interviews were all recorded using a digital voice recorder and transcribed (content and process data). -Online questionnaires completed both by the core teams and by relevant local actors (see Table 1 ). Relevant partners are partners in the field or municipality, primary health care professionals, social welfare professionals and local residents. A total of fifty-one actors from six pilot neighbourhoods were approached and forty of them returned the questionnaire (a response rate of 78 %). The forty respondents included sixteen of the eighteen core team members (89 %) and twenty-four of the thirty-three relevant actors (73 %). In one of the seven neighbourhoods no digital questionnaires were sent out, because this neighbourhood was significantly behind the others in terms of progression of the process. The questionnaire was made up of questions with closed answer categories (no, more no than yes, neutral, more yes than no, yes) about the district health profile, the policy dialogue and the collaboration between public health and primary care. Respondents were also asked to rate (by giving marks ranging from 1 to 10) both tools (content and process data). -Observations at policy dialogue sessions. Two members of the research team attended nine policy dialogue sessions to obtain an impression of how the district health profile was used in the dialogue and to identify any links between the public health sector and the primary care sector that might have developed. In a number of neighbourhoods, several policy dialogues were held. The research team members recorded their observations in a report (process data).
In the interviews and digital questionnaires, the questions regarding the tools were based on McMaster University's evaluation of policy dialogues [27] . The process-related questions were based on the Intersectoral Collaboration Checklist (e.g., collaboration) and the evaluation questions of the Regional Public Health Reporting (e.g., content, use and usability [28] [29] [30] [31] . The questions were developed specifically for this multiple-case study. Practical implementation of the plans and collaboration was due to take place after the project ended and was not therefore studied. Participants in the interviews were informed that contributions included in the results would be made anonymous. The statements were also to be presented as group results and would not be reducible to individuals. On the basis of these conditions and prior to the execution of the interviews recorded on tape, participants agreed to take part and gave verbal informed consent to use the results in publications. This study was not subject to the Dutch Medical Research Involving Human Subjects Act. That means research activities including human participants is exempted from ethics approval in case they do not meet the criterion that participants are subjected to (invasive or bothersome) procedures or are required to follow rules of behaviour.
Data-analysis
In order to assess how the tools were used in the cases (research question 1), various aspects of each district health profile (e.g., area level, reference field, public health and primary care indicators, sources and presentation form) and policy dialogues (e.g., group size, dialogue work form, actors involved in the neighbourhood and chosen themes) were analysed. The concrete activities or plans and collaboration agreements arising from use of the tools were also included in the analysis. Information on similarities and differences between the seven neighbourhoods regarding the various aspects was based on analysis of data from documents, interviews and digital questionnaires.
In the assessment of how local actors viewed the stepwise approach in the cases (research question 2), various aspects of the two tools and collaboration were analysed. Where the tools were concerned, those aspects were the mean marks for the tools, the value of the profile in the policy dialogue (e.g., comprehensible presentation, relevant data), the value of the dialogue in the discussion of problems, priorities or solutions (e.g., defining themes, identifying solutions, use of results after dialogue). Based on experiences of the cases, also the dos and don'ts associated with the use of the tools were included in the analysis. Where the collaboration was concerned, the aspects were the extent to which the stepwise approach had contributed to strengthening bridges between sectors (e.g., interest in participation, appropriate actors involved, satisfied with participants' input, consensus about focus, ties between sectors) and the appetite for continued collaboration. That was done for the seven neighbourhoods by analysis of data from the interviews, questionnaires and observations. The data analyses were performed by two researchers. Tables 2 and 3 summarise the main findings regarding the use of district health profiles and policy dialogues in the seven neighbourhoods. Table 4 summarises the findings regarding the practical products of the tools' use (activities and collaboration).
Results
Use of district health profiles and policy dialogues
District health profiles
The content and form of the district health profiles differed from neighbourhood to neighbourhood (e.g., general or focused). Indicators included in almost all profiles were population age structure, population prognosis, health status and socioeconomic vulnerability. The indicators were reflected in the profile primarily by sourcing data from the public health services and primary care support structure and, to a lesser extent, other actors, such as the municipality or health centres. In the profile presentation, a number of neighbourhoods compared neighbourhood data against data on the whole municipality, region or country (e.g., interpretation of data). The profile was presented in the form of a Power-Point presentation or factsheet.
Policy dialogues
The diversity of the group invited to participate in the policy dialogues differed from neighbourhood to neighbourhood. In this context, 'diversity' means the extent to which not only public health and primary care actors, but also other actors (e.g., residents, police and welfare workers) were involved. The dialogues had various aims: discussing the data, inventorying wishes, exchanging ideas about issues and solutions, and selecting themes (e.g., by using a 'world café' , roundtable talks and thematic meetings) [20] . In a number of neighbourhoods, several dialogues were held. Most neighbourhoods organised preparatory consultations with various parties (e.g., GP, social area team, elderly people's association) prior to the dialogue itself. Themes that were discussed in all neighbourhoods were: 1. Obesity, 2. Social cohesion and 3. Loneliness of the elderly.
Integrated plans or activities and collaboration
The integrated planning of activities in the seven neighbourhoods was the result of the process using the two tools. It related mainly to the themes that were brought up in the dialogues. Examples of activities on the theme of obesity include GPs teaming up with physiotherapists, the regional public health service approaching parents about an exercise programme and fruit at school, the regional public health service starting a neighbourhood campaign with local people, sports clubs and private actors. Also agreements on collaboration were made. Definite arrangements were made within the seven Obesity: GPs to work with physiotherapists and regional public health service to approach parents about an exercise programme and fruit at school
Neighbourhood teams to include themes in approach plan
The elderly people's association has already started forging ties between programmes for the elderly and for young people Obesity: Regional Public Health Service to initiate coordination of existing initiatives and neighbourhood campaign with local people/sports clubs/ private partners.
Social cohesion: activities in Mindfulness Week
Social cohesion and loneliness: meetings to be organised and a practical project 'samen is leuker' ('it's more fun together') with the aim of highlighting willingness to do volunteer work Municipality to agenda report with recommendations in Social Support Act Implementation Core Team neighbourhoods for the various actors to continue meeting and sharing knowledge regarding public health, primary care and residents. In a number of neighbourhoods, the proposed activities and interactions were specified in neighbourhood plans or responsibility for them passed to existing workgroups.
Experiences with the tools and collaboration Figures 2 and 3 summarise the views given by the core teams and other relevant actors (e.g., the municipality, welfare workers, primary care staff and local residents) regarding the tools and collaboration in the stepwise approach.
Participants' views regarding the tools
The general view was that the district health profile and the policy dialogue both have added value for the process of bringing public health and primary care closer together at the neighbourhood level. The core team members were a little more positive about both tools than the other relevant actors. Core teams experienced that the combination of the two tools was particularly beneficial with regard to the generation of both quantitative and qualitative data. The district health profile was rated as satisfactory (7 on a scale of 1-10) by both the core teams and the actors. They thought that it was a good starting point for discussion regarding issues and themes and provided insight. Relevant actors thought that the profile was presented in an understandable way. They nevertheless indicated that the profile could be improved by making use of information from additional sources (besides the regional public health services and regional primary care support structure). Tables 2, 3 and 4 also shows that actors were less likely to provide data for the profile than the core team. Provision of data (e.g., by primary care professionals) was not possible in all neighbourhoods due to lack of time, and because of privacy or competition concerns. The majority of the core teams felt that compiling and designing the profile cost too much time, but that combining data from public health and primary care was useful. The inclusion of data on the population age structure and prognosis in the profile was considered essential in all neighbourhoods. Comparative regional or national statistics were also considered to be a useful aid to the interpretation of local data.
The organised dialogue was given a good mark by the core teams (8 on a scale from 1 to 10) and rated satisfactory by the actors (7) . The dialogue was thought to be a useful vehicle for discussing issues and solutions and for bringing together people working in the public health and primary care sectors. In some neighbourhoods, the non-involvement of residents or other actors (e.g., GPs) was thought to be a shortcoming. Furthermore, it was not always apparent to the relevant actors how the results were to be used for decision-making and planning (e.g., district plans). For neighbourhoods that were further in the process this was clearer. On the basis of the participants' similar views, a list of important dos and don'ts regarding the use of district health profiles and policy dialogues emerged (see Table 5 ).
Participants' view of the collaboration process
The tools were used to initiate collaboration between public health and primary care. The core teams found that the collaboration process was easier to get started in the neighbourhood if there was a clear mandate from the public health sector and primary care sector or if neighbourhood-focused working was already established (formal approach). Figure 3 with relevant aspects for collaboration shows that the core teams were generally a • Don't fail to agree on the content of the profile (general or focused).
• Do include in the profile a description of the local population (demography) and information about how the population age structure is likely to change over time (population prognosis).
• Don't fail to obtain (sufficient) reliable local data.
• Do use municipal or regional data if no good neighbourhood data are available,. Be open about the data used and discuss how they should be interpreted.
• Don't spend too long on data collection, because more or better data can always be found. The profile is a means to an end, not an end in itself.
• Do prepare an attractive presentation with a lot of illustrations suitable for the general public. Provide absolute data as well as percentages to help people relate to the information.
• Don't fail to allocate enough time to developing the profile.
• Don't fail to allow sufficient opportunity for input from other partners when developing (themes for) the district health profile.
Policy dialogues
• Do get to know the local actors before the dialogue and invest time in building relations so that the parties in question do take part.
• Don't organise a meeting to select a theme if the theme is already decided (e.g., due to urgency of municipality's needs).
• Do make a clear choice either for an open dialogue or for a more thematic dialogue.
• Don't fail to clearly define the objective of the dialogue.
• Do start the dialogue at an early stage, and consider organising several dialogues using various work forms (e.g., a dialogue with the neighbourhood council at an early stage in order to gauge what residents see as the issues).
• Don't organise a dialogue without having sufficient time and funds to make it work.
• Do keep the organisation of the dialogue under your own control and plan it carefully.
• Don't use the term 'policy dialogue' when inviting actors (refer to it as a 'neighbourhood dialogue' or 'meeting').
• Do consider holding several dialogues and use various work forms, since one dialogue session is often insufficient.
• Don't allow the dialogue to become unstructured, or it will not yield much.
• Do get a councillor, local resident or well-known person to start the dialogue session.
• Don't choose a profile presentation form that is unsuitable for the local actors.
• Do make connections with initiatives already in progress, because there are often a lot of them.
• Don't fail to get important actors (e.g., local residents or GPs) involved, or you will not succeed in bringing people together or forging ties. • Do conclude the policy dialogue with definite agreements. little more positive about the process than the actors. Core teams reported that it took a lot of time to involve local actors in the collaboration process. This is valid for neighbourhoods with little ties between public health and primary care (e.g., no existent working group to join). Most actors had a direct interest in participating in the process and felt engaged. However, their role or task in the process was not always clear or residents' representatives and certain professionals were not involved (e.g., GP's). In neighbourhoods with an engaged centre for primary care or GP, collaboration between GP's and municipalities seem to develop more easily. In most neighbourhoods there was consensus on the focus. However, not in all neighbourhoods there was an alignment between concrete activities of public health and primary care. Although actors indicated that input and connections could be improved, almost all relevant actors from the seven neighbourhoods felt that the collaboration initiated through the process should be continued in order to realise the aims and actions (associated with the themes) in the neighbourhood. That was confirmed by the researchers' observations regarding the organised policy dialogues. A lot of energy and enthusiasm for the idea of getting together and collaborating was generated amongst the various local actors, and there was a desire to continue on similar lines. The insight that problems are amendable if approached from different perspectives contributed to the collaboration between public health and primary care. However, more time is needed to continue and consolidate the collaboration.
Discussion
Although public health and primary care share the goal of promoting the health and wellbeing of the public, the two health sectors find it difficult to develop mutually integrated plans or policy strategies and to collaborate with each other [8] . The aim of this study was to compare a stepwise process approach implemented in seven neighbourhoods, using district health profiles and policy dialogues as central tools to develop integrated district plans and promote collaboration between public health and primary care.
The study found that participants were in general positive about combining quantitative data (as a result of the profiles) and qualitative data (as a result of the dialogues). In some cases this led to the pointing out of problems which were not detected by looking at the profiles, like illiteracy and poverty. The dialogue could also indicate reasons for further research. The use of different data (stemming from the use of different tools) could support evidence informed policy making [10] . In literature these tools are often studied and described separately, or separate from the process to strengthen intersectoral action [9, 32, 33] . However, in this study a multiple case design was used to develop a practical strategy with attention for both substantive tools as well as the process.
The stepwise approach contains a set of generic process steps, which are applicable on every local situation (e.g., use of own data or network). Differences in the seven neighbourhoods were observed with regard to the operational execution and intensity to completion of the steps. For example, the pre-existence of an active working group (consisting of representatives of the public health sector and primary care sector) or an active GP speed up the process. The sample in this study, although being a convenience sample, contained cases from varying size and location. However, the collaboration does not seem directly related with the size or location of the neighbourhood, but rather with feeling of involvement or consensus on health problems (as relevant aspects for collaboration). Other research shows also that size and location of municipalities are not indicative for the level of intersectoral collaboration [34, 35] .
The type of (action) research used in this study required more time investment of researchers, but by developing the strategy in practice it is expected to be transferable. With the aim of the two tools to encouraging more evidence-informed health decision-making, policy development and collaboration in neighbourhoods and getting the practice established in other neighbourhoods in the Netherlands and elsewhere, a number of aspects of the strategy's application require further attention, as discussed below.
Integrated district health profile
The district health profile is a statistical report on a neighbourhood and its residents, compiled mainly by the core team and staff of the regional public health services (GGD) and regional primary care support structures (ROS). There is a risk that these compilers will not give sufficient attention to including data from other relevant actors, such as the municipality, residents and welfare organisations (e.g., data on poverty, quality of life and social participation). It is important to include data from such actors as well if the public health and primary care sectors are to be brought closer together [20] . A profile has greater value if professionals and residents recognise themselves in it and are able to use it. The data collection should also be aligned with the current information need in practice. Furthermore, links with the social domain provides opportunities, as recent decentralizations led to new municipal tasks and responsibilities to keep local people in good health and actively involved in society (e.g., stay employed, broad participation). Also, it is expected that municipalities are able to provide active support where require and services in a more efficiently [36] . In many European countries the movement of decentralizations is visible. Decentralizations has been seen as an integral part of broader health reforms to achieve improved equity, efficiency, quality and financial soundness [37] . Localities make decisions that achieve these improvements (e.g., healthy communities, equity and access). This requires information to support in these new tasks and responsibilities [38, 39] . The quality of the data also requires attention, because good quality data is not always available at the neighbourhood level or is not free (open data sources). Experience in other countries also emphasises that reliable data are essential for establishing a good process at the local level [40] . In that context, there is also a role for organisations at the national and regional levels (e.g., ministry, knowledge institutes, and health insurers).
Organised dialogue with various parties
The dialogue that serves to integrate the data in the profile with the local actors' knowledge and experience is (in this study) also organised by the core team. Interpretation and joint 'diagnosis of the neighbourhood' (community diagnosis) is essential [11] . There is a risk that insufficient attention will be devoted to the appropriate actors, and important input not therefore secured (e.g., GPs and neighbourhood residents). People living in the neighbourhood need to have the opportunity to say what they perceive to be the biggest issue in the neighbourhood (e.g., lifestyle, youth care, unemployment) [41] . Although local residents play a vital role in future health, prevention and primary care in the neighbourhood, their involvement in the dialogue cannot be taken for granted [42] . The dialogue process has added value if practical action is linked to the results [43] . In a number of neighbourhoods, it was not always clear what followup action was to be taken. However, that may be because participants were asked about the follow-up soon after the dialogue had taken place (during step 7), at which time the core teams were still processing the results and giving feedback to local actors (dialogue summary circulation). If the dialogue is not concluded with clear arrangements being made, ties may not be forged between the public health and primary care sectors, and collaboration may not follow. Such collaboration is important for ensuring that the policy or activities of the various sectors and actors (e.g., municipality, primary care, welfare organisations) actually have a positive influence on the health of the local population [34] . Other research has found that actors (and residents) who have participated in interaction and dialogue are more likely to accept and implement decisions [11, 44] .
Stepwise approach in the neighbourhood The stepwise approach of forging ties between the public health and primary care sectors is supervised by the core team. The core teams were supported by researchers and 'inspiration days' , so conditions were optimally cut to develop the processes in these neighbourhoods. There is a risk that the process in the neighbourhood stops once the profile has been compiled and the dialogue underpinning the neighbourhood plans and activities has been held. Although the process created a healthy basis for progress in the seven neighbourhoods, it is only really a starting point. A sense of engagement may have been created, but proper ties (e.g., shared responsibility) often still need to be created; it is important that sufficient time and attention are devoted to that aim [45] . Hence, the process at the heart of the method described in this article needs to be translated into a more programmatic joint approach to form ties between public health and primary care. It is therefore important to specify how the plans and actions resulting from the process are to be implemented in the neighbourhood, to define the associated responsibilities and to arrange funding. Thus, relations should be established with the municipalities and health insurers at the start of the process, e.g., through neighbourhood development plans or social neighbourhood teams. Other research into integrated health policy (also sometimes cited as 'health in all policies') shows that collaboration is often confined to temporary (subsidised) projects; attention needs to be given to avoiding that pitfall [44, 46] . In this study, supervision from the regional public health services and primary care support structures worked well, and a similar model could be used in the future [47] . Representatives of these organisations can take on the task of making a joint analysis and initiating a policy dialogue [9, 48] . Important conditions to start are clear mandate, available resources and right capabilities [9] .
Collaboration between public health and primary care
The duration of the study reported here (roughly a year) was insufficient to allow for the evaluation of plan implementation or collaboration. More formalised approaches, including policies, are needed to support and endorse collaboration between the public health and primary care sectors. Nevertheless, it was observed that collaboration between the regional public health services and primary care support structure improved considerably, and not merely in the fields considered by the study. Because the multiple-case study has its origins in those organisations, they may be more positive about the resulting collaboration than, for example, municipalities, GPs or residents. The supervisory role played by the regional public health services and primary care support structures inevitably means that they were more closely involved with the process and accepted shared responsibility for it. It is therefore important that they commit other actors. The study also showed that local actors are open to collaboration and willing to commit to ongoing collaboration around jointly defined themes, such as obesity, social cohesion and loneliness. The same themes have been identified as significant at local level in other countries too [46] . Given that collaboration between the public health and primary care sectors at the operational or local level is still in its process of development, it is important to monitor whether plans are actually implemented and collaboration continued in the future (e.g., drivers and barriers). Collaboration can be seen as an iterative process. Ongoing monitoring of the collaboration started in the neighbourhoods is important to ensure an effective continuous quality improvement process [8] . Progress on the path towards integration will promote the health and wellbeing of the local population.
Conclusion
This study showed that the stepwise approach based on the combined use of integrated district health profiles and policy dialogues serves as a vehicle for strengthening collaboration (e.g., more closely involved, consensus about focus) between the public health and primary care sectors at the local level. It also leads to integrated health plans or activities aimed at improving the health of the local population (e.g., promotion of healthy lifestyle or participation community). Monitoring is important to observe whether plans are actually implemented and collaboration is continued in the future. Local differences within the stepwise approach may arise in the intensity and form of the various steps, but because they are practical and clearly defined based on local experiences, they remain transferrable to other neighbourhoods (independent of location and size).
